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ONE DISEASE WITH MULTIPLE FACES 


Shafaq Naz 


One disease with multiple symptoms and multiple presentations, this time reported in 
Khyber Pakhtunkhwa as epidemic, yes, | am talking about dengue fever. 


Dengue fever is one of the mosquito-born infections’, transferred from one person to 
another by mosquito bite. The exact history is not known, but most of the cases were 
reported after Second World War. Nowadays, it is present throughout the world infecting 
up to 500 million people in more than 110 countries around the globe. It is reported that 
around 10 to 20 thousand people die annually due to dengue fever throughout the 
world. It is now considered as one of the most dangerous but equally neglected tropical 
disease. 


In Pakistan, its first outbreak was reported in 2014 and after that it follow different 
courses. The first dangerous outbreak in Khyber Pakhtunkhwa and Peshawar was 
reported in 2017. But unluckily since then, its number is increasing. It is considered as 
one of the most reported disease by national media in Pakistan. Due to its strange 
name for the general public and some reported mortality, it is considered as a dreadful 
disease in the community. Severity of symptoms and fear of death compel every patient 
with fever to rush to the hospital and request for dengue test. 


In 2019, again there was an outbreak throughout the country. But this time, presentation 
was very atypical in a set of patients that created a lot of problem to diagnose such 
patients clinically with suspected dengue fever and decide about their investigations. 
These atypical manifestations were really confusing*. In one set of patients who 
presented with classical symptoms of upper respiratory tract, characterized by cough, 
sore and congested throat, fever and body aches. Initial impression was made of 
common cold or viral upper respiratory tract infection. But later, the patient turned out to 
have low platelets and dengue fever. In another set of patients, the presentation was 
fever, body aches, severe epigastric pain, vomiting and diarrhoea. Initial impression was 
made of acute gastroenteritis, but later the patients were found to have dengue fever. 
We also observed loss of appetite, body aches, constipation, nausea and abdominal 
pain mimicking like enteric fever, but later most of these patients were found to have 
dengue fever. Luckily, severity in new cases was not observed and most of them were 
managed as outdoor patients. Admission was needed usually for those cases, which 
presented with recurrent dengue fever or in those patients who were suffering with other 
concomitant disease like chronic renal failure and chronic liver disease. Mortality in 
dengue fever was mostly reported with recurrent dengue fever and in patients having 
cardiac, renal, respiratory and hepatic problems”. 


Dengue fever is now one of the leading health problems in our country. Still we must run 
a long way to fight against it. We must know about all the aspects of the disease, 
including its different clinical presentations and complications. If someone gets infected 
with one of its genotypes, it confers immunity against that genotype of dengue virus for 
life. But infection with another genotype of dengue virus in the form of recurrence can 
lead to severe infection and thus increase chances of mortality*. So, let's keep a close 
watch on the different clinical presentation to diagnose recurrence timely and manage it 
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appropriately in future. We need to educate and train our health professionals to fight 
this war against dengue fever in a more professional way in future. 


We should also educate our community to adopt measure, which can prevent its spread 
in future. Our ignorance towards cleanliness as nation can put the whole society at 
greater risk in future. Future epidemic with different genotype will be dreadful. All these 
measures will work, tf we concentrate more on prevention and follow the lesson of Islam 
about cleanliness and adopt it in true spirits. Commitment from the state agencies, 
policy makers, health professional and responsible community can decrease the future 
epidemics. 
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RISK FACTORS OF PROTEIN CALORIE MALNUTRITION UNDER FIVE YEARS; 
TERTIARY CARE HOSPITALS, PESHAWAR 


Mazhar Khan‘, Irum Naz*, Farida Sherazi°, Rifayatullah Afridi*, Aneela 
Ambreen?®, Dure Nayab® 


ABSTRACT: 
OBJECTIVES: 


The purpose of this study was to know about the risk factors of malnutrition and the 
incidence of risk factors among known cases of malnutrition admitted in tertiary care 
hospitals of Peshawar. 


METHODOLOGY: 


A descriptive cross-sectional study was done. Study was conducted in tertiary care 
hospitals of Peshawar from March 2019 to July 2019. Study included 100 patients of 
protein calorie malnutrition less than five years of age. Internationally recognized 
Gomez classification was used to label patient as malnourished. Risk factors of primary 
malnutrition including socioeconomic status, ignorance of weaning, poverty, lack of 
immunization and primary care, maternal illiteracy and risk factors of secondary 
malnutrition including infections, congenital diseases, malabsorptive disorders and 
metabolic disorders were assessed. Data was collected through a questionnaire. Tables 
and graphs were used to determine the frequency of risk factors for protein calorie 
malnutrition. 


RESULTS: 


Among 100 patients of PCM 59 were male and 41 were females. After assessment of 
both genders, risk factors that show close association with protein calorie malnutrition 
were low socioeconomic status, maternal illiteracy, lack of family planning, poor 
weaning and repeated infections. Among these risk factors the most frequently 
observed risk factors for protein calorie malnutrition were low socioeconomic status and 
repeated infections. 


CONCLUSION: 


Low socioeconomic condition and repeated infections are the leading cause of protein 
calorie malnutrition. 


KEYWORDS: Malnutrition, Gomez Classification, Frequency, Risk Factors 
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INTRODUCTION: 


Pathological condition subsequent from 
absolute or relative deficit of one or 
more essential nutrients is Known as 
malnutrition. This condition has mild, 
moderate and severe degrees. Protein 
calorie malnutrition or protein energy 
malnutrition has been classified into 
Marasmus, Kwashiorkor and Marasmic 
Kwashiorkor. Marasmus means severe 
wasting; Kwashiorkor is characterized by 
edema and Marasmic Kwashiorkor 
means severe wasting plus edema. 
When there is an imbalance between 
food intake and actual metabolic needs, 
various symptoms of protein calorie 
malnutrition occur which if remained as 
such, leads to serious health problems 
and even deaths’. There are various 
causes of protein calorie malnutrition. 
Causes of primary malnutrition include 
failure of lactation, ignorance’ of 
weaning, poverty, lack of immunization 
and primary care, and lack of family 
planning. Factors that are responsible 
for secondary malnutrition are repeated 
infections, worm's infestation, congenital 
diseases, malabsorption and metabolic 
disorders. Most of these risk factors 
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affect children under 5 years of age’. 
According to WHO, 175 million children 
in the developing world are 
malnourished as shown by low weight 
for age’. It is recognized that most 
deaths among children in the developing 
world is associated with malnutrition’ ¢. 
Paediatric age is a time of active growth 
in childhood there is increase in physical 
size, mental, emotional, sexual 
maturation and psychological 
development. Growth of a child depends 
on enough nutrition and includes major 
transformations from birth to adulthood. 
Body uses_ carbohydrates, fat and 
proteins as a source of energy. 
Malnutrition can be caused by less 
intake of energy and nutrients’ *. 
Undernourishment has a direct effect on 
the physical and mental health of a child 
leading to poor developmental 
achievements and poor — school 
performance. It has been assessed that 
thirty percent of children are under the 
age of five in the world are moderately 
or severely stunted whereas nineteen 
percent are malnourished’. In Asia the 
incidence of stunned children is almost 
half, eight percent offspring under five 
years of age are wasted, and 2/3 of 
them belongs to Asia°®. Health, 
socioeconomic development of children 
and the dynamic prospective of the 
society are the problems caused by 
malnutrition. In contrast to other 
developing countries, Pakistan has one 
of the highest prevalence’ of 
malnutrition’. National Nutrition Survey 
reported that thirty three percent of 
children were underweight, forty-four 
percent were stunted, fifteen percent 
were wasted, and fifty percent had iron 
deficiency (anaemia). The incidence of 
malnutrition has decreased from last two 
decades in Pakistan® °. Since the cases 
of protein calorie malnutrition has been 
noted to increase in number among 
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admitted patients in paediatric wards in 
tertiary care hospitals of Peshawar. The 
purpose of this study was to know about 
the risk factors and to check that which 
risk factor is the major contributing factor 
for such an increase in protein calorie 
malnutrition in children. 


METHODOLOGY: 


A descriptive cross-sectional study was 
done in tertiary care hospitals’ of 
Peshawar from March 2019 to July 
2019. Gomez criteria (an internationally 
recognized criteria) mentioned in a 
research on Protein Calorie Malnutrition 
was used to label a_ patient 
malnourished. According to Gomez, 
patient-having weight less than 90% of 
the expected weight for age will be 
labelled as malnourished. In_ this 
criterion standard weight charts assess 
weight at various ages. If weight is less 
than expected for that age, then child is 
considered malnourished. Cases 
labelled as protein calorie malnutrition 
according to Gomez classification were 
included in the study. Children who were 
handicapped or having other genetic 
physical disability were excluded from 
the study. A proper questionnaire 
containing questions regarding 
sociodemographic factors and other risk 
factors was used. Questionnaire was 
filled after verbal consent from the 
parents of 100 patients. Inquiries were 
made regarding different risk factors of 
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protein calorie malnutrition including 
socioeconomic. status, ignorance of 
weaning, poverty, lack of immunization 
and primary care, illiteracy, repeated 
infections, congenital diseases, mal- 
absorptive disorders and _ metabolic 
disorders. Anthropometric data _ like 
length or height was checked using inch 
tape, infant meter and _ stadiometer 
respectively. Anthropometric data was 
taken with least possible clothes on 
patient's body. Germen scale and baby 
weighing machine pan type was used to 
measure the weight. Same quality of 
measuring machine was used in all 
hospitals. Maternal BMI was_ also 
calculated according to _ standard 
formulae to check the risk factor of low 
maternal BMI contributing to protein 
calorie malnutrition in children. Data was 
analysed and presented in form of tables 
and graphs. 


RESULTS: 


100 patients were included among which 
599% were males, while 41% were 
female. 54% of the patients were below 
the age of 2.5 years. After analysis of 
the data, the major risk factors 
responsible for the development of 
protein calorie malnutrition were 
maternal illiteracy, low socioeconomic 
status, inadequate breast feeding or 
poor weaning and history of repeated 
infections. 


Table 1: Baseline and Demographics 


Male 


5 

4 
a ————— 

9 

8 


| Maternal Education © [eee te ancread name _{_o _ 
Maternal Education 
(Monthly Income) 
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Among the 100 patients, 90% of the gastroenteritis and _ respiratory, and 
children were from. illiterate families. admission for those illnesses patient 
second most frequent risk factor for who were having positive history of 
protein calorie malnutrition in our study admissions due to infections were 
was history of repeated infections. It was labelled as having this risk factor which 
asked from the mother regarding was positive in 89% of cases. 
repeated infections especially 


Table 2: Percentage of Different Risk Factors Contributing to Protein Calorie Malnutrition 


| ss Riskfactor sd Present in % of patients Absent in % of patients 
35% 
Poor breast feeding 


Low maternal BMI 
History of repeated infection 
Worm infestation 





Third common risk factor was low present in 65% of patient. Low maternal 
socioeconomic’ status, which was BMI was present in 69% of cases. Worm 
present in 88% of patients. Fourth most infestation was also more common and 
common risk factor was poor breast- was present in 51 % of the patients. 
feeding at 72% and poor weaning 


Figure 1: Percentage of Absence or Presence of Risk Factors 


88% 
89% 


@ Present Absent 


65% 
35% 
51% 
49% 


12% 
11% 


SOCIO-ECONOMIC POOR WEANING WORMS INFESTATION REPEATED INFECTIONS 
STATUS 


Figure 2: Percentage of Absence or Presence of Risk Factors Among Mother 


@ Present Absent 


90% 


4 
N 
N 


69% 


31% 
28% 


10% 





UNEDUCATED FAMILY LOW MATERNAL BMI POOR BREAST FEEDING 
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DISCUSSION: 


Studies had shown that nutritional 
deficiencies not only affect physical 
and mental development significantly 
but also cause the mortality of 14 
million children in the world each 
year. Women and children are the 
most susceptible groups and are 
more prone to malnutrition. Different 
factors such as poverty, poor literacy, 
unfair nutrition beliefs, deficient 
nourishment, and occurrence of 
infectious and parasitic diseases are 
among the factors precipitating 
malnutrition among these people’’. A 
study was done in Ethiopia in 2017 to 
know about the prevalence’ of 
malnutrition and associated factors. In 
this study the results were that the 
prevalence of malnutrition among 
rural children in Ethiopia was 48.5%. 
Age of the children, preceding birth 
interval, educational status of mother, 
wealth status, and region were factors 
independently associated with 
nutritional status of children in rural 
Ethiopia''. Another study that was 
done in 2010 in Iran'* prevalence of 
malnutrition in under 6-year olds in 
South Khorasan and the results were 
that prevalence of underweight and 
stunting had a significant relationship 
to mother's residence, education and 
job, so that education level was in 
inverse proportion to malnutrition. 
This was more tangible in the case of 
employed mothers compared to 
housewives; and more in_ rural 
children rather than in urban subjects. 
In various studies, illiteracy and low 
education of parents have had a 
relationship to the malnutrition § of 
children’’. This difference is due to 
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the two factors of higher knowledge of 
literate parents and higher income of 
families with higher education 
compared to the _ illiterate ones 
regarding children's nutrition. 
Obviously, income is one of the 
important factors providing the access 
to health care, education, and 
nutrition facilities as the factors 
precipitating malnutrition. Besides, 
knowledge together with enough 
income can improve nutritional status 
of the family'*. Another study showed 
that occurrence of different types of 
malnutrition among children whose 
mothers were employed was lower 
than children with housewife 
mothers'’*"”. The effective factors 
here were also the two phenomena of 
knowledge and income. Regarding 
the age, the present study showed 
that underweight and stunting were 
higher in two-year olds in comparison 
with over-two-year olds, which is in 
accord with the study done in Bam 
and the one carried out in Golestan'®. 
This shows that children under two 
are more prone to malnutrition and 
require more nutritive care and 
attention'’. The results of this study 
show that malnutrition is a severe 
problem of under _ five-year-old 
children in tertiary care hospitals of 
Peshawar. In this study the major risk 
factor for malnutrition is_ illiteracy. 
About 90% of the parents. of 
malnourished patients were 
uneducated. Second on the list was 
low socioeconomic’ status as 
discussed earlier in results. Other 
more frequently found risk factors 
were poor weaning, poor breast- 
feeding, repeated infections and 
worm’s infestation. We observed that 
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due to illiteracy parents especially 
mother don't Know about the proper 
balanced diet and due to low 
socioeconomic status children 
couldn't get quality food. 


CONCLUSION: 


Since there is high prevalence of 
malnutrition among children in tertiary 
care hospitals of Peshawar it Is 
necessary to promote the knowledge 
and education of parents; particularly 
mothers and social-economic, health, 
and nutritional status of families. This 
is mainly the responsibility of the 
authorities to seek solutions to such 
problems. Beside this a_ proper 
campaign should be started to 
deworm children, to provide a proper 
medical care for infections and 
iIlhesses and promoting and 
encouraging breast-feeding. 
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THROMBOCYTOPENIA; FREQUENCY AND ASSOCIATION AT THE TIME OF 
DIAGNOSIS IN DENGUE FEVER, PESHAWAR 


Nauman Wazir', Ayesha Malook*, Shafaq Naz’, Mohammad Arshad“, Shafgat ur 
Rehman’, Adnan Mumtaz° 


ABSTRACT: 


OBJECTIVES: To determine the frequency of thrombocytopenia in dengue fever 
at the time of diagnosis and to see its association with age and gender. 


METHODOLOGY: It was a descriptive retrospective study of dengue cases 
admitted to the Medical Unit of Naseer Teaching Hospital Peshawar during the 
2019 outbreak was performed. Only confirmed dengue by serology (IgM) or 
dengue NS71 (Non-Specific Antigen 1) by Immunochromatographic Technique 
(ICT) cases were analysed. Complete Blood Count (CBC) was done for all the 
cases on admission and prevalence of thrombocytopenia on admission was 
extracted from the records. SPSS version 23 was used to analyse the data and to 
calculate Odds Ratio of a gender or age group to have thrombocytopenia at the 
presentation of dengue fever. 


RESULTS: A total of 69 confirmed dengue cases were admitted in Naseer 
Teaching Hospital in the 2019 outbreak. Out of these 69 cases, 57 (/3.9%) were 
males and 18 (26.1%) were females. The ages of these patients ranged from 10- 
58 years. Fifty-one (51) patients were more than 20 years of age and eighteen 
(18) were 20 years or less. Thrombocytopenia (platelet count<150,000x10°/L) was 
present in 57 (82.6%) patients. Patients older than 20 years of age were more 
likely to have thrombocytopenia at presentation of dengue fever OR=16, 
(p=0.0003), whereas difference amongst genders in this regard was _ not 
Statistically significant OR=1.07, (p=0.09). 


CONCLUSION: There is a high frequency of thrombocytopenia (82.6%) in early 
dengue fever. Patients older than 20 years are more likely to have 
thrombocytopenia in early dengue fever. 
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INTRODUCTION: 


Dengue is an _— arthropod-borne 
infectious disease caused by a Flavin 
virus, the dengue virus (DENV). 
Generally, dengue is a self-limiting 
acute febrile illness that is followed 
later by a_= phase of critical 
effervescence, characterized by 
either improvement or progression to 
a severe form. The features of severe 
illness are increased — vascular 
permeability, hemodynamic 
compromise, intravascular volume 
depletion, hypotension, and _ shock. 
Thrombocytopenia is common in both 
the cases and is related to the clinical 
outcome. There are — different 
mechanisms postulated to explain 
DENV-associated thrombocytopenia. 


They include bone marrow 
suppression and_ the _ peripheral 
destruction of platelets. | Previous 


studies have shown that early in the 
dengue fever, there is bone marrow 
hypocellularity and slowing -- of 
megakaryocyte maturation’ *. The 


March-September 2020 








mechanisms causing DENV-induced 
bone marrow suppression in the 
acute phase are not clear. However, 
there three main pointing 
suggestions: (1) direct toxic effects on 
progenitor cells by DENV; (2) 
infection of stromal cells; (3) 
alterations in bone marrow 
regulation’. Thrombocytopenia — in 
dengue fever may also be due to 
increased peripheral destruction by 
mechanisms suggested to be (1) 
platelet consumption in the 
coagulopathy process; (2) 
complement system activation’; or (3) 
augmented peripheral sequestration” 
© A study by Tomashek et al, have 
found that even early in the clinical 
course of an acute febrile illness 
(AFI), thrombocytopenia is predictive 
of dengue across all age groups 
along with the fact that 
thrombocytopenia, as a predictor of 
dengue fever, strengthened over 
time’. A study from Karachi, Pakistan 
has shown that thrombocytopenia 
was present in 100% patients with 
early suspected dengue _ fever’. 
Another study from Lahore, Pakistan 
showed that using the logistic 
regression model, platelet count 
showed statistically significant 
predictability of dengue haemorrhagic 
fever’. The northern part of Pakistan 
including Peshawar has been struck 
with deadly dengue outbreaks in this 
decade. Complete Blood Count 
(CBC) is a very cheap baseline test 
and thrombocytopenia in AFI could 
therefore give a clue towards its 
aetiology. We wanted to find out the 
frequency of thrombocytopenia in 
early confirmed dengue fever in a 
teaching hospital in Peshawar, 
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Pakistan to emphasize the fact that 
thrombocytopenia early in the course 
of AFI, utilizing a very cost-effective 
test (CBC), could be a_ pointer 
towards its cause in our region as 
well. To our knowledge, no _ local 
study has tried to find out the 
association of thrombocytopenia in 
early dengue fever with age and 
gender. Through this study, we also 
investigated this issue to find out 
specific populations where 
thrombocytopenia early in AFI could 
be a strong predictor of dengue fever. 


METHODOLOGY: 


lt was an observational study where 
retrospective analysis was done for 
all cases that were admitted with the 
confirmed diagnosis (NS1 or IgM 
positive cases) of dengue fever 
during the outbreak of 2019 
(September 1°' to November 20") in 
Peshawar. Complete blood count 
including red cell count, haemoglobin, 
haematocrit, mean corpuscular 
volume, mean corpuscular 
haemoglobin concentration, platelets 
count, total leukocyte count, and 
differential leukocyte count of all the 





patients was performed at the time of 
diagnosis using automated 
haematology analyser of the hospital 
laboratory. Thrombocytopenia was 
defined as platelet count less than 
150x10°/L. Data was analysed using 
SPSS software version 23. 
Frequencies and percentage were 
used for qualitative variables like 
gender and thrombocytopenia. 
Mean+Standard Deviation was 
calculated for quantitative or 
numerical variables like age and 
platelet count at presentation. 
Patients younger than 20 years of 
age were grouped in young age 
group while those older than 20 years 
were classified as older age group. 
Odds ratio (OR) was calculated for 
association of gender and age groups 
with thrombocytopenia at the time of 
diagnosis of dengue fever. 


RESULTS: 


The demographic and _ laboratory 
variables of n=69 confirmed cases of 
dengue fever admitted to Naseer 
Teaching Hospital, Peshawar from 1* 
September to 20" November 2019, 
are shown in Table 1. 


Table 1: Demographic & Laboratory Characteristics of Confirmed Dengue Fever Patients 


Mean+tSD, Number and Percentage 


31.30412.38 years 


Male 
Female 
Platelet count 


Thrombocytopenia 


51 (73.9%) 
18 (26.1%) 
116465.4*10°/L 


Present 
Not Present 


*SD=Standard Deviation 
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57 (82.6%) 
12 (17.4%) 
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All the cases were confirmed dengue 
fever. Sixty-nine (69) patients were 
positive for NS1 Dengue antigen and 
3 were negative, which were positive 
for IgM Anti Dengue Antibody. The 
patients’ age ranged from 10 years to 
58 years. Platelet count ranged from 
30 to 308%10°/L. Number of patients 
in different age categories and the 
presence or absence of 


60 
50 
40 
30 
20 


9 
10 





0 


m@ Thrombocytopenia Present 
m Thrombocytopenia Not Present 


Total 


9 


10-20 years 


9 
9 


18 





thrombocytopenia in them is depicted 
in Figure 1. Patients older than 20 
years of age were more likely to have 
thrombocytopenia at presentation of 
dengue fever OR=16, (p=0.0003). 
Female patients in early dengue fever 
had slightly more but statistically non- 
significant likelihood to have 
thrombocytopenia at presentation of 
dengue fever OR=1.07, (p=0.09). 


on 
48 


18 


3 


= 
Older than 20 years 
48 
3 
51 


Figure 1: Thrombocytopenia as Diagnosis of Dengue Fever in Two Age Categories 


DISCUSSION: 


Dengue fever has now become 
endemic to Pakistan with outbreaks 
usually reported in every summer 
over the last decade. It is associated 
with considerable morbidity and 
mortality'°. Thrombocytopenia is quite 
common in dengue fever’’ '*, and 
can give a clue towards the aetiology 
of acute febrile illness. In this study 
we tried to find out the frequency of 
thrombocytopenia in early dengue 
fever. In our study males dominated 
as a gender having dengue fever. 
Such a finding is also present in other 
national and international studies”'*"”. 


March-September 2020 


Our study showed quite a_ high 
frequency of thrombocytopenia i.e. 
82.6% right at the time of diagnosis of 
dengue fever. This finding is quite in 
line with a study from Saudi Arabia'®, 
which found out the frequency of 
thrombocytopenia to be 79.49% 
amongst 80 patients who were 
admitted with suspicion of dengue 
fever, which was later, confirmed by 
serology. Similarly, in a local study 
from Punjab'’, a retrospective 
analysis of 68 proven dengue fever 
found out the frequency’ of 
thrombocytopenia to be 88.8%. In 
other local studies, the frequency of 
thrombocytopenia is even higher such 
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as 90%'', 95%'*, and even 100%°. 
On the other hand, other studies have 
reported the prevalence of 
thrombocytopenia to be lower than 
ours; 60%" and 70%'”. However, 
thrombocytopenia has been 
demonstrated to be a positive factor 
for dengue fever early in the course of 
acute febrile illness in numerous 
international and national studies’”. 
Mean platelet count in our study was 
116+65.4*10°/L (Mean + SD). It is 
near to the one found in a Puerto 
Rican study’, where it was shown to 
be 121x10°/L. Mean platelet count in 
early dengue fever in another local 
study from Peshawar has_ been 
demonstrated to be 
69.29+50.82*10°/L,'° quite lower than 
found in ours. We also tried to find out 
association of gender or age with the 
presence of thrombocytopenia in 
early dengue fever. Patients older 
than 20 years of age were slightly 
more likely to have thrombocytopenia 
in early dengue fever in our study 
(OR=16). Older age (>55 years) has 
been shown to be a predictor of 
mortality in dengue fever in a 
Brazilian study'®. However, — in 
contradiction to our’ study, an 
Argentinean study'’, showed low 
platelets count in dengue fever to be 
associated with younger age. This is 
probably related to the fact that this 
study investigated a much younger 
(paediatric) age group as well, which 
we did not. The same study showed 
female gender to be predictor to 
worse Clinical outcomes. 


CONCLUSION: 
There is a_ high’ prevalence’ of 


thrombocytopenia (82.6%) in early 
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dengue fever. Therefore, a simple 
test like CBC can be used as a 
possible screening test for dengue 
fever in acute febrile illness. Patients 
older than 20 years of age are more 
likely to have thrombocytopenia in 
early dengue fever. 
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ABSTRACT: 
OBJECTIVES: 


The purpose of this study was to assess the infection control practices among 
dental trainees and house-officers. The use of method of sterilization, to figure out 
that whether the dental trainees are vaccinated against Human I[mmuno- 
Deficiency Virus (HIV), Acquired Immuno-Deficiency Syndrome (AIDS), Hepatitis 
B and C, the color-coded waste segregation protocols implementation in dental 
hospitals. 


METHODOLOGY: 


A comparative study was conducted in Sardar Begum Dental Hospital (SBDH), 
Peshawar. The total number of the participants was 150 dental practitioners (75 
training medical officers and 75 house officers) including both genders from 
different departments of SBDH. A questionnaire was designed to obtain the data 
on infection control practices, method using for sterilization, vaccination of the 
trainees and waste segregation protocols. The collected data were analyzed using 
SPSS 217.0. 


RESULTS: 


Training medical officers (TMO) and house-officers (HO) are following the infection 
control practices in dental units (p<0.01). The autoclave methods are preferred for 
Sterilization in dental hospital by both trainees (p-value<0.01). Furthermore, TMO’s 
were vaccinated as compared to the HO’s. Similarly, the TMO’s were more 
following the color-coded waste disposal protocols. 


CONCLUSION: 


Despite the information and practices of infection control there is a need for further 
developments in this area. The authorities should monitor the infection control 
practices and vaccinations of the trainees and arrange seminars or workshops for 
them. 


KEYWORDS: Equipment, Disinfectant, Human Immunodeficiency Virus (HIV), 
Acquired Immunodeficiency Syndrome (AIDS), Sterilization 
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INTRODUCTION: 


Infection control is the sub-discipline 
of epidemiology which are 
precautionary measures’ used _ in 
hospitals for the prevention’ of 
diseases. It emphasized on the facts 
that lead to infections in_ health 
providing centres either patient to 
doctor or vice versa’. The knowledge 
and skills are given to the medical 
students in undergraduate level and 
they are obliged to upgrade them in 
order to identify, control and treat the 
illness cause by infections. Dentists 
are generally more prone to infectious 
items such as equipment's, 
contaminated supplies and _ body 
substances’. The Centres for Disease 
Control and Prevention (CDC)* given 
recommendations for the dental 
centres. The health professionals 
especially dentists must care and 
work for the safety and prevention of 
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diseases. The safety measure can 
consist of examination of clinical 
setting (room, chair, lights, handles) 
to be decontaminated and _ use 
disposable covers for patients. 
Sterilization of dental tools must be 
implemented for each patients and 
precautionary steps taken for self- 
protection from infections*. Dentists 
are exposed to infectious pathogens; 
therefore, personal protection 
procedures are most important in 
dental clinics to avoid transmission of 
infectious diseases’. The prevention 
process comprises of hand washing, 
using personal protective equipment, 
disinfection and Sterilization, 
vaccinations and waste segregation 
process. CDC issued guidelines in 
2003°, regarding — sterilization of 
patient care equipment. Sterilization 
is the process of killing and removing 
microorganisms that can lead to 
infectious diseases. Sterilization can 
be achieved through autoclave 
method and disinfectants’. These are 
the commonly used methods. In 
disinfection method microorganisms 
cannot be completely removed, while 
autoclave method of sterilization 
almost kills all the micro-organisms?. 
The infective viruses i.e. HIV/AIDS 
and hepatitis B/C can be transmitted 
from infected to non-infected 
individual through surgical 
instruments’. They emphasized on 
the precautionary measures after the 
incidence of American dentist, five of 
his patients got infected with human 
immunodeficiency virus (HIV) 
transmitted from him'’. It’s the 
responsibility of professionals to work 
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on the protocols and taking crucial 
steps for the health of patients''. The 
professional organizations now 
recommend the use of universal 
precautions for the control of 
infections. The American council 
reported the increasing compliance 
with recommended infection control 
over time'*. In hospital, wastes are 
generated which has the potential of 
spreading infections. Therefore, to 
ensure the safety of patient and 
dental health care provider, proper 
management of hospital waste is 
required. As in compliance with the 
waste management rules 2005, under 
Environmental Protection Act 1997 of 
Government of Pakistan, the hospital 
is responsible for the management of 
waste from its generation till its final 
disposal’. Proper waste 
management means _ segregation, 
collection, storage, transportation and 
disposal of waste in proper way to 
maintain the hospital environment 
hygiene. The purpose of this study 
was to find out the different aspects 
required for infection control in dental 
hospital as the dentists as well as 
patients who seek dental treatments 
are at higher risk of infectious 
diseases. 


METHODOLOGY: 

lt was a comparative study conducted 
between August and October 2019 in 
Sardar Begum Dental Hospital. 
Systematic sampling technique was 
used for data collection. A list of 
trainees was- taken’ from _ the 
departments and was selected on 
alternated basis. A self-administered 
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questionnaire was developed, 
including 20 items to asses infection 
control practices, methods use for 
Sterilization, vaccination of dental 
trainees against HIV/AIDS and 
hepatitis B/C and management of 
waste disposal. Pre-testing of 
questionnaire was done on 10% of 
the population. The study sample 
consists of 150 dental _ trainees 
including training medical officers 
(n=/75) and house officers (n=/5). The 
other faculty members and _ senior 
doctors were ~ excluded. This 
questionnaire was distributed 
manually to carry out study. Inform 
consent was’ taken’ from _ the 
authorities and _ participants. The 
approval for conducting this study 
was taken from the ethical committee 
of Gandhara University. Statistical 
analysis was performed using SPSS 
21.0. Chi-square test was used for 
analysis of data and presentation of 
results. 


RESULTS: 

In this study, Table 1 results show 
percentages of infection control 
practices among medical trainees 
(p<0.01). In Table 2, both dental 
trainees were mostly using autoclave 
methods for sterilization. In Table 3, 
maximum training medical officers 
were vaccinated as compared to 
house officers. In Table 4, the results 
revealed that TMO’s have knowledge 
and they are using color-coded bins 
protocols whereas the HO’s response 
was minimum. 
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Table 1: Infection Control Practices 


Yes | Total | Chi-Square — | P-value — 





45 (60.0%) 0 (40.0%) 75 bear Roctonladall 71 


Training Medical 50 (66.7%) 5 (33.3%) 75 (100%) 
Officers 


Table 2: Methods of Sterilization 


| Attoctave "| Disinfection | Total | Chi-Square 
70 (93.3%) ie (100%) 


Training Medical 60 (80.0%) 7 A ore (100%) 
Officers 


Table 3: Vaccination Against Hepatitis B/C and HIV/AIDS 
Yes [| | eo 4 


Training Medical 70 (93.3%) 5 (6. | ene Lome ae 00 ee 001 
Officers 
0 (40.0%) oe 0%) 5 (100%) 

Table 4: Hospital Waste Segregation (Color Coded Bins) 


| Yes | = No___—i|_—r‘Total_|_Chi-Square 











eee 

Training Medical 72 (96.0%) 3 ie 0%) 75 eee 26.85 = 001 
cers 

6 (61.3%) ee 7%) 75 ee 


DISCUSSION: 

According to the study conducted in 
Tennessee State of U.S, the dental 
hospital environment is exposed to 
significant number of risks _ to 
microorganisms and_ its various 


diseases'*. Regarding viral infections 
there are many microorganisms, 
which are present in the blood and 
saliva of the patients’. Therefore, the 
procedures for the control of infection 
are necessary to be _ followed. 
According to our study majority of the 
Training Medical Officers (66%) are 
following infection control practices as 
compared to House Officers (40%). 
Sterilization is the most safe and 
essential process for sterilizing the re- 
usable dental instruments, because it 
kills the microorganisms, which is the 
direct source of spreading the 
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infections from patient to patient and 
from patient to the dental health care 
provider'’’. There are various methods 
for sterilization, but most safe and 
efficient way of Sterilization is the 
autoclave method of sterilization in 
dental settings. Most of the dental 
trainees (house officers-93.3% and 
trainee medical officers-80%) are 
using the autoclave method of 
Sterilization. The association for 
professionals in infection control and 
epidemiology support the prevention 
of infection control through 
immunization. There are institutes 
that provide immunization schedules 
to vaccinate their students and staff 
from viral diseases and_ infections 
from their routine practices'®. The 
result shows that at Sardar Begum 
Dental Hospital, 93% of trainee 
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medical officers and 40% of the 
house officers are vaccinated against 
HIV/AIDS and Hepatitis B/C. The 
surveys conducted in Minnesota’’, 
showed that the infection control 
practices are increasing in dentists 
and post-graduate trainees had 
higher vaccination rates and use of 
regular — techniques. A study 
conducted in Lahore, regarding 
infectious waste management, proper 
waste management play an important 
role in infection control inside a health 
care institution, and therefore 
segregation of waste in a proper way 
is necessary'°. According to our study 
in Sardar Begum Dental College, 
96% of the trainee medical officers 
and 61.3% of house officers are 
following protocols for waste 
segregation. 


CONCLUSION: 

This study shows that fresh dental 
trainees (HO) are relatively feeble in 
following the precautionary measures 
for infection control. There is 
inadequacy of vaccinations against 
HIV/AIDS and hepatitis B/C among 
them. It is recommended that there 
should be compliance in_ infection 
control measures. At institutional 
level, there should be workshops to 
improve the knowledge and skills of 
the dentists. 


LIMITATIONS: 

The sample was collected from one 
dental hospital of Peshawar. There is 
need to conduct such studies on 
provincial level and select dental 
trainees from other public and private 
dental hospitals as well. 
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HEPATITIS B; ACQUAINTANCE AND PREVENTION IN BEAUTY 
THERAPISTS, PESHAWAR 


Shaista Rasool', Syed Imran Gillani*, Saira Afridi 
ABSTRACT: 
OBJECTIVES: 


To assess the knowledge and practices of beauty therapists regarding hepatitis B 
Virus. 


METHODOLOGY: 


A cross-sectional study conducted on beauty therapists of Peshawar. It was an 
interview-based questionnaire. Beauty therapists were investigated about hepatitis 
B transmission, vaccination, sterilization, use of gloves, and sterile equipment. 
Data was collected from most of the beauty salons of Peshawar. Data was 
analysed using SPSS 17. 


RESULTS: 


Around 90.6% therapists reported that they have knowledge about hepatitis B 
transmission by reuse of pointers (needles), 56.1% identified that vaccine can 
prevent hepatitis B, 98.7% beauty therapists that were interviewed reported 
exposure to blood during their work. 14.3% reported using gloves and 19.4% 
reported using only aprons. 20.4% of beauty therapists claimed sterilizing their 
instruments between clients, 51.4% reused needles whereas 88% reused orange 
Sticks. 


CONCLUSION: 


Alertness about hepatitis and risks of transmission among beauty therapists Is 
minimum, and their repetition of needles and inappropriate cleaning of tools is one 
of the reasons to spread hepatitis, which is widespread. 


KEYWORDS: Beauty Therapists, Hepatitis B, Transmission, Piercing, Barbers, 
Beauty Industry, Tattooist 
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INTRODUCTION: 


The beauty industry has _ been 
identified as a potential risk factor for 
the spread of Hepatitis B and 
Hepatitis C virus in various parts of 
the world such as Pakistan, Italy and 
Japan’. The transmission of HBV 
infection through blade _ allocation, 
tattooing, piercing, beauty treatments 
and manicure/chiropody might be 
considered significant hazard issues 
in advanced and emergent areas” °. 
Hepatitis B is the most serious type of 
viral hepatitis and is a potentially life- 
threatening liver infection. Worldwide 
2 billion populations are infected with 
hepatitis B virus, of which 350 million 
are chronic hepatitis B virus patients. 
Hepatitis B is the 10th leading cause 
of deaths worldwide, with 500,000 to 
1.2 million deaths every year due to 
chronic hepatitis and cirrhosis, and 
320,000 deaths every year due to 
hepatocellular carcinoma. The 
hepatitis B virus can live outside the 
body for one week (/-days) and can 
be source of infection; this combined 
with its high sero-conversion has 
made it of a concern for occupational 
transmission® ’. In Pakistan, around 7 
to 9 million people have HBV with an 
estimated 3% to 5% carrier rate®. The 
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high concentration of hepatitis B virus 
in blood of infected people makes its 
transmission in work settings very 
easy. It can be transmitted by 
personal care procedures and the 
equipment used in beauty salons for 
different purposes. The virus can 
cause infection even when minute 
amount of blood, invisible to the 
naked eye breaks on the equipment 
and meets broken’ skin, mucous 
membrane, and rash’. Many factors 
can influence awareness of 
hepatitis’? "’. The workers at these 
salons are usually ignorant of the 
various modes of transmission of 
infectious agents. The transmission of 
blood borne viruses can occur 
through eye splash, percutaneous 
injury or non-intact skin. Usually the 
same instruments are used _ for 
different customers without properly 
Sterilizing them and this poses a 
potential risk in the spread of blood 
borne viruses. Furthermore, beauty 
therapists have minimum knowledge 
to latest information on occupational 
health and safety. This combined with 
the lack of regulation and provision 
for the execution of occupational 
health and safety measures has 
placed these workers and their clients 
at the risk of infections. Even though 
beauty treatments can contribute to 
the spread of hepatitis, there are only 
a few articles in literature regarding 
beauty therapy industry and hepatitis 
transmission. 


METHODOLOGY: 


It was a_ cross-sectional survey 
conducted in Peshawar city that 
included the area under Municipal 
Corporation, Cantonment Board and 
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Peshawar Development Authority. 
Study duration was three months. 
Study population included all beauty 
therapists —= working in beauty 
parlor/salon situated in Peshawar city. 
Through snowball sampling, 50 
beauty salons list was obtained for 
this study. Of these 50 salons, 25 
were selected by simple random 
technique. From these 25 beauty 
salons, 98 beauty therapists were 
interviewed for this survey based on 
simple random technique. All males 
and those beauty therapists who were 
not willing to participate, beauty 
therapists who were medical 
professionals like doctors, nurses, 
dispensers etc. were also excluded 
from the study. Similarly, those 
beauty therapists who had their salon 
attached to the clinic of a 
dermatologist were also excluded 
from the study. Data was collected 
through interview using a structured 
questionnaire, which comprised of 
demographics, awareness’ about 
hepatitis B and practices. Questions 
regarding awareness about hepatitis 
B included knowledge about the 
possible modes of transmission of 
hepatitis B, symptoms of hepatitis B, 
and knowledge about prevention of 
hepatitis B. Data was analyzed using 
SPSS version 17.0. Continuous 
variables like age, duration'§ of 
experience was described as Mean 
and Standard Deviation. Whereas 
categorical variables like questions 
about knowledge and practices were 
described as_ frequencies and 
percentages. Data was presented in 
tables and figure. To determine 
association between SOCIO- 
demographic variables, knowledge 
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and practices; Chi-square test at 5% 
significance level was used. 


RESULTS: 


Response of the beauty salons was 
100 per cent. Out of these 67.3% 
were single, 26.5% were married, 
whereas 6.1% were separated. 
16.3% did not obtain any formal 
education, 25.5% received primary 
education, 15.3% received middle 
education, and 26.5 received 
education up to matric, whereas the 
remaining 16.3% were educated to 
secondary and above. The median 
age of this study group was 24 years. 
It was found that 53.1% of these 
beauty therapists were in_ this 
profession only for the last 1 year to 6 
months, 20.4% were in_ this 
profession for the last 2 years, 
whereas the remaining 26.5% were in 
this profession for more than 2 years. 
One to five clients as compared to 
twenty clients per day, practices 
varied. Of the 98 beauty therapists 
that were interviewed 20.4% had one 
to five clients per day, 33.7% had six 
to ten clients per day, 37.7% had 
eleven to twenty clients per day and 
the remaining 3.1% dealt with more 
than twenty clients per day. Beauty 
therapist were asked if they had 
heard about hepatitis B and 99% 
responded with a yes. 75.5% of the 
98 beauty therapists that were 
interviewed termed hepatitis B as a 
curable disease. 56.1% were aware 
that hepatitis B is a preventable 
disease and that a vaccine is 
available for protection against the 
virus, whereas 36.7% were unaware 
of hepatitis B vaccine. 
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Table 1: Knowledge Regarding Hepatitis B 


Frequency |_—~Peercentage of Cases 
Modes of Transmission 


sneezing 

Coughing 

Sharing towels 

Sharing toothbrushes 
Sharing coffee/tea cups 
Sharing cutlery 

Needle prick 

Don't know 

No response 


ee ee 


9. 
eS: ee 
10 


Total 
Is Hepatitis B Curable? 


Yes 14 


Don’t Know 
Total 


Oo 


Is There a Vaccine Available for Protection Against Hepatitis B? 


Of the 98 beauty therapists that were 
interviewed 2% had suffered from 
hepatitis B, whereas only 8.2% were 
vaccinated against hepatitis B. Only 
8.2% of beauticians responded that 
they got information about hepatitis B 
and precautionary measures related 
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to blood stumbles at their workplace, 
whereas’ the remaining 90.8% 
reported no information was given to 
them about hepatitis B, neither were 
they given any information on how to 
protect themselves or their clients 


from hepatitis B. 
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Figure 1: Reported Exposure to Blood During Procedures 
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Table 2: Association of Knowledge with Education and Experience 


| sintcance 
ee Below Matric os level 
and above 


Knowledge | Adequate Ei a 
<0.05 


ae 
Less than or Total Significance 
equal to 1 level 
more 
year 


Knowledge | Adequate fe 


about a 


re 


Table 3: Knowledge Regarding Prevention of Hepatitis B 


How do you avoid contact Fear oct Senge ae 
ppt ood at work? _ blood at work? q y g 


| Gloves 
[Mak C<i CCS COC 
| Gloves, apronandmask | 2 
| DoNothing | 
ee 


Do you clean instruments 
before use on next client? 


——$—$——— Yes a | 8 
So at i? at i 
Fora 


How do you clean 
instruments before use on Frequency Percentage of Cases 
next client? 


Wash with water 
Wash with disinfectant solution 
| Sterilize 





en Percentage of Cases 


Sterilize 


Wash, disinfect, sterilize 
[Total —“—~™SCS 


Total a 
Do you use sterile eras 
disposable needles? q y 
Yes 


Yes 
a 


No response 





26 | J Gandhara Med Dent Sci March-September 2020 


HEPATITIS B; ACQUAINTANCE AND PREVENTION IN BEAUTY THERAPISTS, PESHAWAR 


DISCUSSION: 


According to this study 90.7% of the 
beauty therapists had acquaintance 
that hepatitis B can spread by 
infected needles, whereas 80.4% had 
knowledge that hepatitis B is a 
sexually transmitted disease. These 
results are strikingly similar to a study 
conducted in Italy, as according to 
this study nearly 90.3% hairdressers 
gave accurate response regarding 
infection’, whereas a similar study 
done in Rawalpindi revealed that only 
13% of barbers were aware that 
hepatitis B could be transmitted by 
parenteral route or by reuse of 
razor'*. In contrast, a study in Lahore 
reported that an alarmingly high 
percentage of saloon workers (54%) 
did not know about transmission of 
hepatitis B'°. Another study from 
Islamabad on barbers reported that 
only 38% had knowledge about 
hepatitis  B transmission. This 
difference in_ findings may be 
attributed to the reason that in this 
study the knowledge of beauty 
therapists was assessed, whereas in 
the study done in Rawalpindi, barbers 
were studied, in which roadside 
barbers were also included, and 
these roadside barbers are mostly 
illiterate which might have influenced 
the findings of the study. Another 
reason might be the difference in the 
two segments of the same industry, 
beauty therapists and_ barbers. 
Apparently, beauty therapists seem to 
be more aware about viral hepatitis. 
In contrast, a study in Iran reported 
almost two third of the saloon workers 
had intermediate to poor knowledge 
about hepatitis B'®. A similar study in 
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the same vicinity concluded that there 
was a- marked difference in 
knowledge, attitude and practices 
between barbers from rural areas and 
urban areas’®. This study 
demonstrated that although beauty 
therapists included in this study were 
aware of the spread of hepatitis 
through sexual and parenteral routes, 
there was still a lot of confusion in this 
regard. Needle stick injury (90.7%) 
and sharing toothbrushes (51.5%) 
were accurately identified as the 
potential means of spread. Many 
incorrectly identified routes’ of 
transmission i.e. sneezing (47.4%), 
coughing (47.4%), sharing towels 
(33%), sharing coffee/teacups 
(21.6%) and sharing cutlery (29.9%). 
It indicates that a vast majority of 
beauty therapists are aware of the 
routes of transmission of hepatitis B, 
and this could be attributed to access 
to media exposure, as according to 
61.9% of the beauty therapists the 
major source of information’ is 
television. Since most of beauty 
therapists revealed television as their 
source of knowledge, public health 
authorities can use this medium to 
target this population to create 
awareness. However, the reason 
behind poor’ practices despite 
knowing contaminated 
needles/instruments can spread the 
infection needs to be pondered upon. 
Another interesting finding of this 
study was that educational status did 
not significantly affect the level of 
knowledge of these beauty therapists, 
as of the total ten respondents who 
had adequate knowledge 50% had 
more than ten years of education, 
whereas the remaining 50% either 
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had less than ten years of education 
or no education at all. 88% of those 
beauty therapists who had more than 
ten years of education had 
inadequate knowledge - regarding 
hepatitis B. This might be attributed to 
the unproductive education system of 
our country, as health education is 
missing from the curriculum of 
schools and colleges. Furthermore, 
80% beauty therapists revealed 
caring for a hepatitis B positive 
relative as their essential source of 
knowledge. Contrary to these 
findings, a study done on barbers in 
Gujrat revealed that those 
respondents who had — primary 
education were more aware of the 
health hazards associated with their 
profession as compared to those who 
had no formal education'” '®. Our 
study revealed that trend of 
vaccination was very low as 8.2% 
were vaccinated against hepatitis B. 
Similarly, only 4.1% of the beauty 
therapists had the practice of properly 
disposing the used blades/needles, 
whereas 95.9% did not dispose of 
used needles/razors properly. This 
poses a major health hazard, as ina 
city like Peshawar, scavengers tend 
to search garbage sites in the hope of 
finding something valuable, most of 
these scavengers are children, thus 
they too are at a risk of acquiring and 
spreading the infection. Similarly, not 
only the scavengers but the sweepers 
and waste handlers are also at a risk 
of acquiring infections. 


CONCLUSION: 


This study concluded that even 
though the knowledge of majority of 
salon workers was satisfactory, there 
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practices were not. There were no 
formal trainings for the workers 
regarding occupational health and 
safety, or cross infection protocols. 
Poor infection control practices along 
with lack of regulations may lead to 
increase in the burden of disease. 
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Nighat Musa‘, Asghar Khan*, Sher Ayub° 
ABSTRACT: 
OBJECTIVES: 


To determine the incidence of risk factors regarding stroke amid diagnosed 
patients in public sector hospitals of Peshawar. 


METHODOLOGY: 


The study design was cross sectional. Duration of the study was from May till 
August 2018. It was conducted in two public sector hospitals of Peshawar (Khyber 
Teaching Hospital and Lady Reading Hospital). A total of 300 patients participated 
after taking informed consent. Convenient sampling technique was used. Data 
was entered in excel sheets and then imported for analysis in SPSS version 27. 


RESULTS: 


Study results showed that 62% patients were males and 38% were females. 
Males age distribution less than 40 years were 24% and more than 41 years were 
/6%. Similarly, females were 21% and 79% respectively. Major medical risk 
factors found were hypertension, diabetes and cardiovascular diseases. The 
environmental risk factors were physical inactivity, smoking and obesity. The less 
common risk factors were alcohol and oral contraceptive use. 


CONCLUSION: 


The identified medical risk factors in the study can be improved and modified by 
regular check-ups and drug compliance. However, the environmental factors 
including physical inactivity, smoking and obesity can be reversed by acquiring 
healthy lifestyles. 


KEYWORDS: Stroke, Hypertension, Obese, Diabetes, Smoking 
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INTRODUCTION: 


World Health Organization (WHO) 
defines stroke as a “clinical syndrome 
characterized by rapidly developing 
clinical symptoms and/or signs of focal 
and at times global applied to patients in 
deep coma and those with subarachnoid 
haemorrhage, loss of cerebral function, 
with symptoms lasting for more than 24 
hours or leading to death, with no 
apparent cause other than that of 
vascular origin”’. It’s a clinical syndrome 
with different causes rather than a 
disease. Ischemic and hemorrhagic are 
two main types of stroke and 
understanding its types aids in effective 
treatment and more_ chances of 
prognosis. Eighty-five percent cases of 
ischemic stroke occur because of 
obstruction of blood stream in one of the 
vessels supplying the brain. Rupture of 
an artery causes hemorrhagic stroke. 
Stroke is one of the leading causes of 
morbidity and mortality worldwide. A 
common cause of death in_ the 
established world after heart disease 
and cancer is stroke ranking third. The 
tests used for identifying the type of 
stroke are computed tomography (CT 
scan) and magnetic resonance imaging 
(MRI). The studies on epidemiology of 
stroke are comparatively more limited in 
developing than developed countries. 
The incidence of stroke varies in 
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different European countries. It is 
estimated to be between 100 and 200 
new strokes per 100,000 inhabitants per 
year. This imposes an enormous 
economic burden*. According to the 
American Heart Association report 
published in 2019 an estimated 7 million 
American 2 20 years of age self-report 
having had a stroke, and the overall 
stroke prevalence given in the report 
was an estimated 2.5%”. Its incidence in 
Asia, according to a rough estimate, has 
been increasing recently. Among Asian 
countries, Pakistan shares a significant 
burden of this devastating disease 
contributing towards an_ exponential 
expenditure of resources, finances, 
community manpower, health services 
and the economy as a whole*~. India is 
the only country with population-based 
data. The prevalence of stroke varies in 
different regions of India and ranges 
from 40 to 2/70 per 100,000 rural 
populations and is much lower from 
reported prevalence of 400 to 800 per 
100,000 in western countries®. Ethnic, 
socio-economic and dietary factors may 
be responsible for this’ variance. 
Retrospective analysis of patients 
admitted with stroke in two hospitals of 
the same locality some eight years ago 
in Karachi, Pakistan showed that out of 
the 12,454 cases 796 (6.4%) had 
stroke’. There could be many 
factors/causes of stroke, therefore 
leading to multifactorial causation. It is 
important to recognize and implement 
modifications in such factors to minimize 
its incidence and provide treatment. It 
includes medical problems like 
hypertension, diabetes mellitus, 
ischemic heart disease, infections, atrial 
fibrillation, and valvular heart diseases” 
’. The causes could be even large 
vessels arteritis or even undetermined in 
certain number of cases'” "’. Many risk 
factors other than medical conditions 
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contribute or increase the risk of 
development of stroke like hypertension, 
hyperlipidemias'*, smoking, physical 
inactivity’’, alcohol consumption and 
various other causes”. The purpose of 
this study was to determine the 
frequency of risk factors of stroke in 
patients who were admitted in Peshawar 
hospitals. 


METHODOLOGY: 


It was a cross sectional study conducted 
on admitted patients of stroke. Two 
hospitals; Lady Reading and Khyber 
Teaching hospitals were selected for 
data collection. A total of 300 patients 
who were admitted in these hospitals 
with stroke were identified. Data was 
collected after taking informed consent 
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from the patients. The duration of study 
was approximately four months. A non- 
probability sampling technique was 
used. All the patients admitted in the 
hospital for treatment and who showed 
their willingness to participate in the 
study were’ included. Structured 
questionnaire was made having both 
open and closed ended questions. Draft 
questionnaire was pretested to check 
the feasibility and language of each 
question. Weight and height were also 
measured of every patient in order to 
calculate Basal Body Index. Data was 
collected and analysed using SPSS 
version 21. Results were presented in 
form of tables. 


RESULTS: 


Table 1: Gender Wise Distribution of Study Participants 


| Gender N (%) 
186 (62% 
(3 


) 
114 (38%) 





Table 2: Age of Respondents 


pT Male | Female 
45 (24%) 24 (21%) 
( 90 (79%) 


S | 69 
141 (76%) 





Table 3: Frequency of Different Risk Factors of Stroke 


TB or cases 300) 


Smoking 

BMI (Obese) 

Alcohol 

Oral Contraceptive Pills 
Physical Inactivity 
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Table 4: Smoking Patterns Among the Respondents 


Number of Cigarettes 


Less than 7 cigarettes 70% 
More than 8 cigarettes 30% 


Duration of Smoking 
8-15 years 





More than 16 years 


Table 5: Physical Inactivity Among Respondents 


Response 


o or negligible activity 


Moderate activity (3/4 days 


a week exercise) 
Active (6 days a week 
exercise ) 


DISCUSSION: 


The main purpose of this study was to 
know the frequency of different risk 
factors contributing to expansion of 
stroke in Peshawar. It was understood 
from out of 300 cases of stroke that 62% 
males and 38% females reported to 
hospitals. Similar finding in another 
study showing incidence of stroke is 
1.25 times higher in males as compare 
to females'®. Increasing age is clearly 
the strongest determinant of the number 
of new cases of stroke each year. In our 
study more cases of stroke, admitted to 
hospitals were above 41 years of age. 
This shows that in middle age and later 
age groups stroke is more common as 
compared to younger age groups. 
Similar findings were shown in another 
study done in Texas showed that with 
age, chances of occurrence of stroke is 
more'°. The medical risk factors found in 
our study were hypertension, diabetes 
and cardiovascular diseases. 
Hypertension is the most powerful and 
important modifiable risk factor causing 
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a threefold greater risk of stroke than 
normotensive individuals’. Meta-analysis 
of different research studies done on 
stroke showed that hypertension or 
increase blood pressure could cause 
stroke'’. Peer review article showed that 
medical condition like hypertension, 
diabetes and cardiac diseases are risk 
factors of stroke'®. Cardiovascular 
disease is common in patients. with 
stroke. Cardiac impairment In 
conjunction with hypertension further 
increases the risk of stroke. It increases 
the estimated relative risk of stroke by 2 
to 4 times’. The risk of stroke in patients 
with diabetes mellitus is about four times 
that found in normal individuals". 
Hypercholesterolemia § and various 
lipoproteins fractions have been clearly 
associated with the severity of carotid 
atherosclerosis; Still the serum 
cholesterol stroke association remains 
an enigma''. Regarding modifiable risk 
factors in our study, it was found that 
more common factors are physical 
inactivity, smoking, obesity, alcohol, and 
oral contraceptive pills. A study 
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conducted in China showed that obesity 
and physical inactivity are risk factors for 
stroke along with medical risk factors'”. 
Meta-analysis of over 14 studies showed 
strong association of smoking and 
stroke aS compared to non-smoking and 
stroke*” *'. Obesity is also an 
established risk factor for stroke“. 


CONCLUSION: 


We conclude that most of the risk factors 
can be modified and thus the risk to 
stroke can be reduced. If we change our 
lifestyles, increase physical activity and 
have good planned diet we can easily 
control weight and increase activity 
makes our heart healthy. Say NO to 
smoking which is one of very important 
established risk factor and by quitting 
smoking we are reducing the risk of 
stroke among the passive smokers as 
well. 
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